Since 1945 the emphasis on antenatal care in France has stimulated a series of legal measures and an organisation of services for pregnant women requiring a minimum of four antenatal visits at prescribed stages of pregnancy-the first during the first trimester. This system is both egalitarian and authoritarian, in so far as these four visits are free for all women, and maternity benefits are conditional upon attendance. (In 1976, these benefits amounted to 1375 French francs, or about £140).
New measures designed to reduce perinatal mortality and morbidity were introduced after a study of the economic advantages of different possible programmes to improve medical care during pregnancy, delivery, and the neonatal period.' 2 It was decided to give priority in antenatal care to women classified as having high-risk pregnancies, and such women were recommended to visit an obstetrician or gynaecologist as soon as any pathological or high-risk factor had been identified.3 High-risk pregnancy centres were set up in the main public hospital maternity units to provide care free of charge, using the most up to date equipment and techniques. In addition, since 1975, local authorities have been empowered to provide midwives to visit high-risk women in their homes.
To evaluate this perinatal policy, the Institut Antenatal care and maternal demographic and social characteristics care as defined above was poor among very young women, whatever their parity, and among women of high parity whatever their age: 43% of women under 20 and 44% of women with parity over 2 received inadequate care. Women with a short interval between marriage and birth for parity 0 or between the previous birth and the birth studied were particularly likely to have received.inadequate care ( Table 2) .
The most statistically significant improvement in antenatal care between 1972 and 1976 was for women aged 20 or over, of parity 0, 1, or 2, without a short interval between marriage and birth or between the previous and the present births ( Table 2 ). For women aged under 20, or those with a premarital conception or a short interval between the two first births, there was no significant improvement. For women with parity 3 or more and multiparous women with very close successive births, there was no change for the better.
In 1976, antenatal care remained poorer among very young women, women of high parity, or those with a birth following very shortly after marriage or the previous birth (Table 2 ). These findings held good when each of the components of antenatal care was examined separately: the date of the first visit, the number of visits, and the qualifications of the medical staff consulted. However, the individual differences were not always significant. (Table 3) . In all groups, there was a decrease in the percentage receiving inadequate antenatal care between 1972 and 1976. The greatest improvement was for women married to skilled workers. In 1976, the care they received had become as good as that of women married to clerical workers and shop assistants.
The two least privileged groups in 1972, women married to self-employed workers and to unskilled workers, made slight progress-only, and remained those with the poorest care in 1976, particularly in terms of number of visits and qualifications of the medical staff consulted (Table 5 ).
In the social classes for which there has been little improvement in antenatal care, there is also an excess of women at high risk because of their demographic The change in antenatal care according to social class and birth spacing was harder to analyse (Table  7) . Numbers were smaller in each group and it was more difficult to detect a trend. However, a great 1972 1976 1972-76 1972 1976 1972-76 1972 1976 1972-76 1972 1976 1972-76 1972 1976 1972- 1972 1976 1972-76 1972 1976 1972-76 1972 1976 1972-76 1972 1976 1972-76 1972 1976 1972-76 The aim of antenatal policy in the period between the two surveys was to offer high-risk women priority for intensive antenatal care. It would have been necessary, in order to measure the level of care, to consider the existence or non-existence of a large number of visits, but this number is highly variable according to the length of pregnancy. However, the minimum care defined in the legislation corresponds to a very precise number of visits according to term at delivery: this is why the indicator of inadequate care used in this study does not take into consideration the totality of care but the minimum care specified by law (date and number of visits) or advised in case of high risk (examination by an obstetrician).
Late attendance for antenatal care, or a low number of visits during pregnancy, have also been observed in other countries among very young or older women, high-parity women, and the socially disadvantaged. " 
Conclusion
These results have shown that women with a high risk because of their unfavourable demographic or social situation do not obtain adequate care during pregnancy. It is important for the medical profession to become more aware of this situation. There are a large number of obstacles, both sociocultural and practical, hindering the uptake of such care, but antenatal visits should at least be organised so as to make the care system easily accessible and to allow a close relationship between the medical team and the pregnant women.
